Exhibit C 
FLORIDA DEPARTMENT OF HEALTH 


HORMONE THERAPY INFORMED CONSENT FORM 


INFORMATION ABOUT PATIENT (PLEASE PRINT 
Name: Last: Middle Initial: 


Date of Birth: Month: Day: Year: Phone Number (Patient or Guardian): 


Address: Apt/Room #: 


e | hereby certify that | am at least 18 years of age and give my consent to hormone or hormone antagonist therapy for the 
treatment of gender dysphoria. 


e | understand that hormone and hormone antagonist therapy has not been approved or licensed by the U.S. Food and Drug 
Administration for the treatment of gender dysphoria. 


e | understand that hormone or hormone antagonist therapy will have some irreversible effects and physical consequences, and 
may cause infertility or sterility. | have had the opportunity to discuss these effects and consequences with my physician and ask 
questions. 


e | understand that the Agency for Health Care Administration (AHCA) has found that hormone and hormone antagonist therapy 
for treatment of gender dysphoria is experimental and investigational and does not conform to generally accepted medical 
practices. More information can be found at ahca.myflorida.com. 


e | understand that AHCA has determined that clinical evidence suggesting hormone or hormone antagonist therapy provides 
benefits to mental health and suicidality is low or very low quality. More information can be found at ahca.myflorida.com. 


e | understand that AHCA has recognized that hormone or hormone antagonist therapy may cause physical and psychological 
harm. More information can be found at ahca.myflorida.com. 


e | understand that my physician must wait at least 24 hours from the time of completion of this form to begin my therapy. 


Signature of Patient or Authorized Representative: Date: 


Print Name of Representative and Relationship to Patient: 


The Florida Board of Medicine requires that your physician provide this form to you in accordance with Rule Florida 
Administrative Code. This form contains information required to be disclosed to you by the Florida Board of Medicine and does not 
necessarily reflect the views or opinion of your physician. 


Effective Date: xx/xxhoxx Hormone Informed Consent Form 


